Regular Article 


Psychothera, 
and  Psychosornatics 


Psychother Psychosom 2000;69:251-260 


The Prevalence and Differential 


Diagnosis of Subclinical 


Depressive Syndromes in Inpatients 


60 Years and Older 


Gudrun Schneider@ Andreas Kruse® Hans-Georg Nehen® Wolfgang Senf‘ 


Gereon Heuft? 


aClinic of Psychosomatics and Psychotherapy, University of Münster, PInstitute of Gerontology, 
University of Heidelberg, °Geriatric Clinic Haus Berge, Medical Clinic Il of the Elisabeth Clinic Essen, and 
dClinic of Psychotherapy and Psychosomatics, University of Essen, Germany 


Key Words 

Sukclinical depression - Organic mood disorder - 
Diagnostics - Impairment Score - Empirical study - 
Elderly - Old age 


Abstract 

Background: Depressive syndromes that do not comply 
with the diagnostic criteria for specific depressive disor- 
ders are designated as 'sukclinical’ or ‘subsyndromal’ 
depressive syndromes. Using our own data from a clini- 
cal study, this paper outlines the significance of subclini- 
cal depressive syndromes and demonstrates the prob- 
lems of differentiating between depressive and subclini- 
cal depression (SD) syndromes and organic mood disor- 
ders especially in an elderly population with medical 
comorbidity. Methods: Two hundred and sixty-two pa- 
tients aged 60 years and older in a general hospital were 
investigated, using a clinical psychiatric interview, ex- 
pert ratings and self-report scales after extensive internal 
medical diagnostic evaluation. Results: When, without 
further differentiation as to their origin, all symptoms 
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required by symptom checklists according to ICD-10 
were considered for the diagnosis of major depression 
(MD), 35.5% of the study participants fulfilled the diag- 
nostic criteria. After differentiating for etiology of symp- 
toms, MD was found in only 14.1%, SD was diagnosed in 
17.6% and organic mood disorder in 12.2% of the study 
participants. In another 41 patients (15.6%), symptoms of 
depression not fulfilling ICD-10 criteria were classified as 
being of organic or drug-induced origin. SD patients 
were in a mean position between nondepressive and 
depressive patients with regard to social isolation and 
physical impairment; women were overrepresented in 
the depressive and subdepressive groups. Conclusions: 
SD and organic mood disorder are common and helpful 
diagnostic categories in the elderly. The results show 
that in old age there is substantial danger of confounding 
MD, SD and organic mood disorder, thus leading to erro- 
neously high prevalence rates of MD and underestima- 
tions of organic mood disorder if depressive symptoms 
are recorded only by self-report scales or a symptom 
checklist. Both internal and psychosomatic-psychothera- 
peutic competence as well as a liaison service in general 
hospitals are necessary for the differential diagnosis of 
MD, SD and organic mood disorder in the elderly with 
medical comorbidity. 
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Introduction 


Recent research demonstrated that substantial propor- 
tions of disabling depressive syndromes do not meet the 
diagnostic criteria of the acknowledged diagnostic man- 
uals ICD-10 and DSM-IV [1]. Because no generally 
accepted terminology has been determined, these depres- 
sive disorders are termed ‘subclinical’, ‘subthreshold’, 
“subsyndromal’ or ‘subcase level of depression’. 

This paper outlines the significance of subclinical de- 
pression (SD) syndromes and discusses the problems of 
differentiating depressive and SD syndromes from or- 
ganic mood disorder, especially in an elderly population 
with medical comorbidity. The problem is further demon- 
strated in our data from a clinical study in a sample of 
hospitalized patients aged 60 and older. 

The SD syndromes occur two to three times more fre- 
quently than the depressive disorders that fulfill ICD-10 
or DSM-IV diagnostic criteria of major or minor depres- 
sion or dysthymia (MD) in a general population and also 
in outpatient and inpatient samples [2-5]. 

In the symptom profile, SD symptoms often seem to be 
very close to those of MD, differing only for the intensity 
ofthe main symptoms [6]. Research data [7, 8] support a 
continuum between SD and clinically diagnosable MD. 
Some SD syndromes even showed the same symptom 
profile as dysthymia, but did not fulfill the diagnostic cri- 
terion of 2 years duration [9]. 

Vast evidence points to the clinical and public health 
relevance of SD syndromes. Data show a negative effect 
of SD on productivity and role behavior [10-13], higher 
functional impairment in subjects with SD in comparison 
to healthy controls [14], a negative self-picture and nega- 
tive expectations in SD subjects [15], higher morbidity 
and mortality rates [16-18], a delayed restoration of the 
ability to walk after hip fracture [19] and a high utilization 
of health services in SD [2, 3]. 


Problems of Definition and Diagnosis of SD 


Subclinical depressive syndromes are obviously diffi- 
cult to define [20], and a variety of diagnostic procedures 
have been proposed [1]. Although some authors use self- 
assessment scales [4, 21], others rely on expert assess- 
ments. Most authors agree in defining SD syndromes as 
demonstrating some symptoms of depression, but not ful- 
filling all criteria required for the diagnosis of an ICD-10 
or DSM-IV MD [3, 22, 23]. By using self-assessment 
scales and structured or clinical psychiatric interviews, 
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the main depressive symptoms (depressed mood, loss of 
interest and enjoyment, loss of energy leading to increased 
fatiguability and diminished activity) and other common 
symptoms of depression (reduced self-esteem and self- 
confidence, ideas of guilt and unworthiness, bleak and 
pessimistic views of the future, ideas or acts of self-harm 
or suicide, impaired concentration and attention, motor 
agitation or retardation, disturbed sleep, diminished ap- 
petite) are evaluated. The ICD-10 requires at least two of 
the three main symptoms and at least two other symp- 
toms for the diagnosis of a ‘depressive episode’ (F32) [24]. 
The diagnostic requirements specified in ICD-10 for the 
diagnosis of the different depressive disorders are sum- 
marized in a diagnostic algorithm in figure 1. 

This procedure, just to ‘count’ the above-listed symp- 
toms, assuming they originate in depression without con- 
sidering other medical origins, creates a problem in older 
patients because of the medical comorbidity often found 
in this age group. The symptoms attributed to MD in 
ICD-10 - reduction of energy, increased fatiguability and 
diminished activity, impaired concentration and atten- 
tion, motor agitation or retardation, disturbed sleep, di- 
minished appetite - can often be seen in old age and may 
not be specifically attributed to depression. They can be 
seen in medical illnesses such as cardiovascular diseases 
leading to cardiac insufficiency, chronic obstructive pul- 
monary diseases, electrolyte disturbances as occur in bad- 
ly managed diabetes mellitus, anemia, Iymphoma and 
other diseases ofthe blood, and gastrointestinal and endo- 
crine (thyroid) disease; they also can occur as side effects 
of medications, for example ß-blockers [4, 23, 25-27]. 
Only when these conditions can be excluded can the 
described symptoms be considered as nonorganic and 
genuine symptoms of depression. Assessment of the se- 
verity of depression and determination of its etiology 
must be undertaken [28], otherwise there is a high risk of 
confounding organic and nonorganic symptoms in older 
patients with multiple medical comorbidities [29]. 

Correspondingly, depressive symptoms asked for in 
self-report scales, with no expert assessment of their ori- 
gin, increase with age [30, 31]. Self-report scales also 
inquire about nonspecific somatic complaints and feel- 
ings of stress [32], and may be distorted by depressive per- 
ception. If symptoms, which could also have been medi- 
cally or drug induced, were not included in the depression 
rating, the Hamilton Depression Score was cut in half for 
those 70 years old and older in the BASE sample [3]. 

Based on research evidence that had accumulated on 
the concept of symptomatic depression, in the ICD-10, a 
prominent, persistent depressed mood in association with 
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Anamnestic data: 


- Symptoms 
- Behavior 


- Past history/course 


-Life events 


-Impairment in daily life 


Fig. 1. Clinical algorithm for the differential 
diagnosis of depressive syndromes (accord- 
ing to ICD-10). Msy = Main depressive 
symptoms; Osy = other depressive symp- 
toms according to ICD-10. 


a specific organic factor judged to be etiologically related 
to the disturbance was defined as ‘organic mood disorder’ 
(F06.32) [24, 28]. 

As a supplement to the existing literature on SD syn- 
dromes and organic mood disorder, in this study, we first 
intended to evaluate the risk of false-positive diagnoses of 
MD and SD syndromes in an elderly hospital population 
if all the symptoms listed in the diagnostic manuals were 
regarded as symptoms of depression without considering 
the differential diagnosis between medically induced and 
genuine depressive symptoms. Our purpose was to estab- 
lish the ‘actual prevalence’ of SD syndromes and organic 
mood disorder in an elderly population in a general hospi- 
tal in a way that would also be practical for the clinician. 
The second objective ofthe study was to compare subjects 
with subclinical depressive syndromes or depressive dis- 
orders and nondepressives, to find similarities or differ- 
ences among the groups as well as to trace possible corre- 
lations between SD and psychosocial burden such as per- 
ceived loneliness and physical impairment. 
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At least Not _| F 
1 Msy and Not depressive 
Attained 
Adjustment disorder (F43.0) 

Burdensome event, )— Attained — Posttraumatic stress 

trauma? disorder (F43.1) 

Not 
attained 
Depressive episode (F32) 

At least20f3 Msy Attained — Mild/moderate/severe 


atleast2Osy Recurrent depressive 


episode (F33) 


attained 


Depressive mood 
for at least 2 years 


— Attained — Dysthymia (F34.1) 


Not 
attained 


Subclinical 
depressive syndromes 


Method 


In a consecutive sample obtained from an acute care hospital, all 
inpatients aged 60 years and older, who had given their consent and 
who met inclusion criteria, were included in the study. Exclusion cri- 
teria included conditions that imply cognitive impairment (demen- 
tia, psychosis), conditions in which the credibility ofthe participants 
appeared doubtful (substance addictions with manifest abuse) and 
physical conditions that made participation impossible (severe phys- 
ical illness such as cardiac insufficiency with dyspnea at rest, malig- 
nant disorders not treated curatively). Although the latter were 
obvious, the former were diagnosed by a psychiatric interview 
described later. 

The investigation was carried out during the last part of inpatient 
treatment, when acute medical symptoms had for the most part sub- 
sided and discharge could be considered. In this manner, we 
intended to record not the acute but the lasting physical impairments 
and disabilities to keep the psychic influence of coping with an acute 
illness at the lowest level. The participants had been admitted to the 
hospital because of medical symptoms; the usual internal and geriat- 
ric diagnostic evaluations and therapy had been carried out. 

The actual physical state of the study participants was recorded 
by the 5 following somatic variables: (1) age; (2) medical ICD-10 
diagnoses; (3) number of diagnoses; (4) objective overall health bur- 
den (OHB; German: ‘Objektiver Grad gesundheitlicher Belastung’), 
and (5) activities of daily living (ADL) scale. 
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The OHB was developed by our study group as an expert rating 
especially for this investigation [33]. The degree of medically induced 
and permanent physical impairment was recorded on a 5-point scale 
taking age into account; this was done to facilitate comparability 
otherwise complicated by the number of diagnoses usually found in 
older patients. The OHB was evaluated by 2 physicians experienced 
in geriatric medicine; the interrater reliability was satisfactory (0.74). 
External criteria indicate the validity ofthe OHB [33]. 

To record the actual impairment in daily life, the classic ADL 
scale [34] was applied. This scale records which basic and instrumen- 
tal daily activities (e.g. washing oneself, combing the hair, eating) are 
still possible with great difficulty or can no longer be carried out inde- 
pendently. The maximum of 46 points would be equivalent to need- 
ing intensive care. Although since its publication in 1969 a variety of 
modifications of the original scale as well as many new scales for 
measuring functional impairment have been published [35], the new- 
er scales have not proved to be superior to the original scale [36]. The 
ADL scale correlates with other instruments measuring functional 
impairment; this supports the scale’s validity [34, 37]. Test-retest 
reliability [38] and interrater reliability are good (0.85-1.00 for the 
single items) [34, 38, 39]. Findings are contradictory as to whether 
patients tend to overestimate their capacities if the instrument is 
applied as a self-assessment scale [40], or whether in expert assess- 
ment, physicians and nurses tend to underestimate mild to moderate 
impairments [41]. In this study, we used the patient’s self-assessment 
of ADL, which was corrected by the physician’s and nurses’ assess- 
ment whenever it seemed necessary. 

The subjects’ perceptions of frequency and quality of contact to 
important reference persons were recorded using the concentric cir- 
cle diagram developped by Kahn and Antonucci [42]. The study par- 
ticipants were asked to name the 3 people most important to them 
emotionally and to create an order of preference in the 3 concentric 
circles. Next we asked them how often they met each of these impor- 
tant reference persons (from ‘daily’ to ‘never’) and how satisfactory 
or burdensome the respective relationship was for them (5-point 
scale: 0 = ‘very satisfactory’ 4 = ‘very burdensome’). The instrument 
claims face validity. 

To record the subjective condition and self-perception ofthe par- 
ticipants, 3 gerontologic self-report scales were applied: 

(1) The Philadelphia Geriatric Center Morale Scale (PGC) uses 
17 items to record ‘actual life satisfaction’ by means of 3 subscales 
“inner peace’ (PGCI), ‘attitude toward aging’ (PGC2) and ‘satisfac- 
tion with relationships and looking back on life’ (PGC3) [43]. The 3 
subscales have high degrees of internal consistency, with Cronbach’s 
a ranging from 0.81 to 0.85. Test-retest reliability ranged from 0.75 
to 0.90. Cross-validation was achieved by correlation to clinical rank- 
ings and psychologist’s ratings on other instruments measuring life 
satisfaction [44-46]. 

(2) The scales by Riegel and Riegel [47] apply 13 items to measure 
life feelings and attitude toward life. The scale reveals an estimate of 
the subject’s feelings toward his future and past, toward his own 
capacities and toward usefulness in society. It claims face validity. 

(3) The Nuremberg Self-Assessment Scale (German: ‘Nürnberger 
Selbsteinschätzungsliste’) records self-evaluated changes in the areas 
of general and social activities, cognitive performance and state of 
health by means of 20 items [48]. The items are process oriented and 
represent a general factor of subjective change, which can be divided 
into 3 subfactors: vitality-capability, cognitive performance and 
social contacts. The authors calculated the scale’s internal consisten- 
cy at 0.92, test-retest reliability was 0.87. The scale’s validity was 
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shown by correlation to other scales measuring performance and self- 
image [48]. 

To evaluate for psychiatric diagnoses corresponding to ICD-10 
criteria, psychiatric-psychosomatically trained investigators per- 
formed a clinical interview lasting about 1 h. They started by asking 
about the subject’s present condition, which usually produced some 
information about the person’s physical health; they then asked 
about how the participants felt about their condition, specifically 
depressive, psychotic and other symptoms at present or in the past. 
Information obtained by this interview and by the self-report scales 
was then evaluated according to an ICD-10 checklist (IDCL) [49]. 
The IDCL was developed and evaluated primarily for use in clinical 
care. First studies indicated satisfactory to excellent diagnostic reli- 
ability [50], except for personality disorders [51]. 

If the psychiatric investigation revealed severe cognitive impair- 
ments or addiction to drugs or alcohol, patients were excluded from 
the study. Ifthe psychiatric interview gave hints of discrete cognitive 
impairment, patients were seen by a psychiatrist of the Memory 
Clinic, a clinic specializing in the diagnostics and differential diagno- 
sis of dementia/depressive pseudodementia. In case of doubt, besides 
the clinical psychiatric investigation, the structured interview for the 
diagnosis of dementia [52] as well as those scales acknowledged in the 
diagnostics of dementia (e.g. MMSE, SKT, MWT-B [53, 54]) were 
included. In this way, dementia could be distinguished from depres- 
sive pseudodementia. 

If, by means of the IDCL, an ICD-10 diagnosis of mental illness 
was assigned, the symptoms were evaluated for their origin by using 
the Impairment Score (IS; German: ‘Beeinträchtigungs-Schwere- 
Score’) [55], which records impairment caused by nonorganic (‘psy- 
chogenic’) illnesses for three dimensions: ‘somatic’, ‘psychic’, and 
‘social communicative’. High scores correspond to severity of im- 
pairment. The IS was initially adapted together with the Mannheim 
study group for patients aged 60 years and older [29]. To determine 
the point prevalence, psychogenic impairment was determined for 
the last 7 days by 2 raters independently and then again in a consen- 
sus rating. A case of psychogenic illness is then defined according to 
the manual: an IS score of 5 or higher and fulfillment of criteria for 
one or more ICD-10 diagnoses, chapter F [24, 55], whereas a score of 
3-4 corresponds to subclinical syndromes. The IS was developed in 
an epidemiologic field study, the Mannheim study [56], and has been 
used in many research projects [57] as well as in clinical routine in 
many hospitals in Germany. The reliability is excellent (0.72 to 0.90) 
[56]. The validity of the IS has been shown in relation to the Gold- 
berg-Cooper Interview (an interview for the diagnosis of neurotic dis- 
orders) [58] and in relation to clinical psychiatric interviews [59]. IS 
raters in this investigation had been trained by the Mannheim study 
group. 

The IS measures impairment caused by symptoms of psychic ori- 
gin (psychogenic symptoms). Therefore, rating the IS requires a dif- 
ferential evaluation of the etiology of symptoms (symptoms of psy- 
chic origin versus symptoms caused by physical illnesses or drugs), 
because only symptoms of psychic origin are considered in the IS 
rating. Symptoms caused by physical illnesses or drugs contribute to 
the diagnosis of organic mood disorder (ICD-10: F06.3) [24]. The 
diagnosis of organic mood disorder requires fulfillment of diagnostic 
criteria for affective disorders in the presence of physical illnesses 
that can cause symptoms seen in affective disorders by their biologic 
and biochemical implications, not as an adjustment or coping prob- 
lem. 


Schneider/Kruse/Nehen/Senf/Heuft 


Table 1. Comparison between study participants, short-version participants and those who refused participation 


Study participants Participantsshort Refusals p 

n=262 version, n = 190 n=76 
Male, % 32.1 (84) 25.5 (47) 26.3 (20) n.säd.f.=2 
Female, % 67.9 (178) 74.5 (137) 73.7 (56) 
Age, years 75.1+8.2 78.5+8.8 76.0+8.4 p=0.001b 1:2° 
Functional impairment (ADL) 10.4+10.6 16.5+11.4 - p=0.0014 
Health burden (OHB) 2.1#0.8 2.2+0.8 2.1+0.9 n.s.P 
Psychogenic impairment (IS) 2.9+2.3 2.8+2.1 - n.s.d 


Figures in parentheses are n, otherwise means + SD. n.s. = Not significant. 


x2 test. 

One-way ANOVA. 
Scheffe test. 

d Student’st test. 


o » 


oa 


The rating of the IS is done by clinical judgment, considering all 
available information from the extensive medical diagnostics in the 
internal medicine hospital, checking for various medical illnesses 
and also for the psychiatric effects of medication. This had to be done 
carefully, case by case, and could not be done by using checklists for 
medical diseases that provoke symptoms also seen in depressive dis- 
orders because of the very different clinical relevance of a medical 
diagnosis. For example, heart insufficiency that is well compensated 
by medication in acompliant patient need not cause easy fatiguabili- 
ty or diminished appetite, whereas the same illness in another patient 
may cause these symptoms through lung, liver and gastric conges- 
tion. 

We first evaluated all of a patient’s symptoms that could contrib- 
ute to an ICD-10 diagnosis of MD, without regard for the origin of 
symptoms. In a second step, the diagnosis was again evaluated with 
the IS to differentiate genuine affective disorders from organic mood 
disorders. As described in the manual, for the IS rating, each case was 
considered individually in at least two independent ratings, then in a 
consensus rating after careful clinical judgment, considering all avail- 
able information from the patient’s charts, nurses and physicians, a 
procedure that the bedside physician would also use. 

Only ifthe ICD-10 diagnosis of affective disorder assigned in the 
first step (without the differentiation for organic mood disorder) was 
associated with an IS of 5 or greater, was the diagnosis of MD given 
in the second step. If, in the unselected procedure, an ICD-10 diagno- 
sis of MD had been given, but IS symptoms (of psychic origin) scored 
only 3-4, the disorder was classified as SD. In those cases, when 
depressive symptoms were associated with an IS less than 3, which 
means that these symptoms had been evaluated as being of organic 
origin or drug induced, the diagnosis of organic mood disorder was 
assigned. 

The psychiatric interviews were performed by 2 physicians with 
psychiatric, psychotherapeutic and geriatric experience. Consensus 
ratings of the OHB were performed by these interviewers and the 
chief physician of the geriatric hospital, a physician trained in inter- 
nal medicine, geriatrics and psychotherapy. Consensus ratings ofthe 
IS were performed by the physician who had performed the interview 
and independently by the other physician or a psychologist after hav- 
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ing listened to the whole tape-recorded interview, considering also 
the information available from the medical charts. 

Statistical calculations were done with the statistical package 
‘SPSS for Windows’. For analysis of continous variables we used Stu- 
dent’s t test when comparing two groups (study participants versus 
nonparticipants) and one-way ANOVA in combination with Scheffe 
tests for comparison ofthree groups (nondepressives versus subclini- 
cal depressives versus depressive disorders). In the analysis of signifi- 
cant distribution differences for categorical variables we used x? 
tests. 


The Sample 

In a consecutive sample, 528 patients met the inclusion criteria 
described above. Of these, 76 (14.6%) refused to participate. How- 
ever, the complete study design could only be applied to 262 partici- 
pants. The data sets from these 262 participants constitute the results 
presented in this paper. Of the 528 persons who met the inclusion 
criteria, 190 were only able to participate in a restricted version ofthe 
investigation. Because the patients often were very old, very illand 
functionally impaired, they often did not feel fit enough to answer all 
the questionnaires and participate in the psychiatric-clinical inter- 
view, allof which took well over 2 h. Some ofthese participants in the 
beginning were willing to try, but in the course of the investigation 
felt too feeble and tired to finish. Some ofthem consented to a second 
try, but some did not. The reasons for restricted participation in most 
cases were old age and functional impairment, which also is evident 
by the data in table 1. 

Because of the great number of those in the restricted participa- 
tion group, it seemed important to control for selection effects. To 
control for sociodemographic and health-related bias, gender distri- 
bution, age distribution, mean values of functional impairment 
(ADL) and psychogenic impairment (IS) were compared between 
those participating in the extended study, the restricted investigation 
and, as far as possible, the nonparticipants (table 1). No significant 
differences could be found in the subgroups concerning marital sta- 
tus, educational training or nature of domestic household. 

The mean age of the male study participants was 72.4 years (SD 
7.9). The women were significantly older, with a mean age of 76.4 
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(SD 8.1; Student’s t test, p <0.000). This corresponds to the sociode- 
mographic development of the population in general. A highly signifi- 
cant difference was found between men and women concerning educa- 
tional training (p < 0.000, x test): 60.2% ofthe men and 48.9% ofthe 
women had completed an apprenticeship; 14.5% ofthe men were mas- 
ters of their trade compared to only 1 woman; 8.4% ofthe men hada 
university degree versus only 1 woman; 49.5% of the women had no 
professional training as opposed to 16.9% ofthe men. This distribution 
of professional qualifications with the majority of the women in their 
typical role as housewives is representative for an industrial city popu- 
lation of this generation born between 1900 and 1935. 


Results 


After evaluating the information from the clinical 
interviews and self-assessment scales by means of IDCL 
for symptoms that could indicate depressive disorders, 
the diagnosis of MD (1.e. depressive episode, recurrent 
depressive episode or dysthymia) or SD was made accord- 
ing to the algorithm in figure 1 in the first step without 
differentiating between medically or drug-induced symp- 
toms versus symptoms of psychic origin. Without this dif- 
ferentiation, that is, without considering the ICD-10 diag- 
nosis organic mood disorder, the following distribution of 
diagnosis of depressive or subclinical depressive disorder 
could be made: 35.5% (n = 93) MD and 32.1% (n = 84) 
SD syndromes. 

These figures proved erroneously high when in the sec- 
ond step the IS, which requires a careful case by case dif- 
ferential diagnosis of the psychic versus organic or drug- 
induced origin of symptoms (as described in the method 
section) was used. 

When only symptoms of mental illness and not of 
organic or drug-induced origin were considered for the 
diagnosis, distinctly fewer diagnoses of genuine MD (ful- 
fillment of ICD-10 criteria and IS >5) were assigned: 
14.1% (n = 37) ofthe whole sample. Twenty-two ofthe 93 
patients who, before the exclusion of organic and drug- 
induced symptoms, had been classified as MD, were now 
diagnosed as SD, with some symptoms of affective disor- 
der caused by physical illnesses or drugs. Thirty-two 
(34.4%) of the former MD patients were classified as suf- 
fering from organic mood disorder. 

Of the 84 patients who in the first step (without the 
exclusion of organic and drug-induced symptoms) had 
been classified as SD, 19 also had another ICD-10 diagno- 
sis of mental illness (with an IS scoring >5) besides their 
SD diagnosis. In another 24 patients, the IS (scoring 3-4) 
confirmed the diagnosis of SD. In 41 (48.8%) of the 84 
patients with a former SD diagnosis, the symptoms were 
classified as being of organic origin. These patients do not 
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quite fulfill the diagnostic criteria for organic mood disor- 
der because they do not fulfill the diagnostic criteria for 
MD, which are required for the diagnosis. 

Accordingly, by using the diagnostic combination of 
ICD-10 interviews and IS, the distribution in the whole 
sample (n = 262) was: n = 37 (14.1%) MD, n = 46 (17.6%) 
SD, and n = 32 (12.2%) organic mood disorders. In 41 
patients (15.6%), symptoms that clinically imitated SD 
were classified as being of organic or drug-induced origin, 
without fulfilling the complete diagnostic criteria for or- 
ganic mood disorder. Twenty-one patients (8.1%) had 
diagnoses of other mental illnesses, and 83 (31.7%) did 
not meet ICD-10 criteria for the diagnosis of mental ill- 
ness. In 2 patients (0.8%), the IS was missing. 

Comparison among participants with no depressive 
symptoms (ND), those with SD syndromes, and partici- 
pants with MD diagnosed by means of IDCL and IS are 
shown in table 2. 

Women were significantly overrepresented in the 
groups of SD and MD. No significant age difference was 
noted between the MD and SD patients, but ND partici- 
pants were significantly younger. In the age group 80 years 
and older, SD syndromes were more frequent than MD. 
Results with regard to the health-related variables showed 
that especially increasing functional impairment (ADL) 
could be related to increasing depressive symptoms, being 
highest in MD and intermediate in SD. The expert evalu- 
ation of the OHB did not differ significantly among the 
groups. 

Compared with the ND group, the SD and even more 
the MD were less often married, more frequently wid- 
owed or single and correspondingly more often lived 
alone or in a home for the aged. SD and especially MD 
participants reported less frequent contacts to important 
persons of reference and were significantly more often 
dissatisfied with their most important relationships than 
were ND participants. 


Discussion 


Fava and Sonino [28] emphasized the difficulties in 
the evaluation of depression in the setting of medical dis- 
ease and the importance of differentiating between or- 
ganic depressive disorder and depressive disorders not 
linked to medical illness or drugs. In the present study, we 
tried to estimate the danger of false-positive diagnoses of 
MD or SD disorders if medical comorbidity or drugs were 
not considered as possible causes of depressive symptoms 
and to establish the “actual prevalence’ of SD syndromes 
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Table 2. Comparison of sociodemographic, health-related and social support variables for clinically depressive, subclinical depressive and 


nondepressive study participants 


ND SD MD Significance 
n=83 n=46 n=37 
Male, % 39.8 (33) 19.6 (9) 21.6 (8) p=0.05%, d.f.=2 
Female, % 60.2 (50) 80.4 (37) 78.4 (29) 
Age groups 
60-69 years, % 42.2 (35) 10.9 (5) 21.6 (8) p=0.013, d.f.=4 
70-79 years, % 27.7 (23) 41.3 (19) 45.9 (17) 
>80 years, % 30.1 (25) 47.8 (22) 32.4 (12) 
Age, years 73.4+#8.6 77.3+7.4 75.3+6.6 p=0.05b ND:SD* 
Functional impairment (ADL) 5.9+8.4 13.6+12.1 15.1#10.8 p=0.01® ND:SD, MD®° 
Health burden (OHB), range 0-4 2.0+0.8 2.2+0.8 2.2+0.8 n.s.® 
Number of diagnoses 4.2+1.5 4.9+1.7 5.0+1.7 p=0.05b ND:SD* 
Marital status 
Married 47.0 (39) 28.3 (13) 32.4 (12) p=0.10%, d.f.=2 
Not (no longer) marr. 53.0 (44) 71.7 (33) 67.6 (25) 
Living conditions 
Alone 45.8 (38) 46.7 (21) 67.6 (25) p=0.013, d.f.=6 
With partner (+ child) 48.2 (40) 28.9 (13) 24.3 (9) 
With relatives 2.4 (2) 13.3 (6) 0 (0) 
Home for the elderly 3.6 (3) 11.1 (5) 8.1 (3) 
Contact to important reference persons 
Daily 67.9 (55) 46.7 (21) 35.1 (13) p=0.013, d.f.=4 
Several times/week 17.3 (14) 26.7 (16) 18.9 (7) 
Rarely or never 14.8 (12) 26.7 (12) 56.0 (17) 
Dissatisfied with 
Relation to A (0-4) 1.3+#0.7 1.712 2.213 p=0.001P, ND:MD° 
Relation to B 1.6+0.8 1.8+1.1 2.4+1.2 p=0.001, ND, SD:MD*° 
Relation to C 1.9+0.9 22+1.4 2.6+1.2 p=0.05b, ND:MD*° 


Figures in parentheses are n, otherwise means + SD. n.s. = Not significant. 


I y2test. 
b_ Simple variance analysis. 
©  Scheffe test. 


and organic mood disorders in a hospital sample of elder- 
ly patients with high comorbidity. 

We used atwofold diagnostic approach that seemed to 
be practical also in the everyday hospital situation. After 
first assessing the existence of the symptoms required for 
the diagnosis of MD using a symptom checklist (IDCL), 
in a second step, using the IS, symptoms were evaluated 
for their etiology, to differentiate between MD, SD and 
organic mood disorders. 

The reliability and validity of this procedure must be 
considered. Each of the instruments used has already 
been validated. The combination of IDCL and IS also 
produces valid results as indicated by comparable preva- 
lence rates for MD in inpatients 60 years and older 
assessed by other authors. Arolt and Driessen [60] diag- 
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nosed 14.1% MD according to ICD-10 criteria in patients 
aged 65 and older in the Lübeck General Hospital study, 
and Bickel et al. [61] diagnosed 13.1% affective disorders 
in 65- to 80-year-old patients in a general hospital in 
Mannheim. Comparable to younger populations and to 
the elderly general population [1-4], in the elderly inpa- 
tient population in our sample, SD syndromes were more 
frequent than MD fulfilling ICD-10 criteria. 

Our study had a cross-sectional design and was there- 
fore not designed to differentiate between the different 
subtypes of ICD-10 MD (e.g. depressive episode F32 ver- 
sus recurrent MD) or to identify actual SD syndromes as 
residuum of previous MD. For this question, valid longi- 
tudinal data also including the subjects lifetime history of 
depression would be needed. 
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Our results show that there is substantial danger of 
confounding nonorganic with medically or drug-induced 
symptoms, thus leading to erroneously high prevalence 
rates of depressive syndromes and neglecting organic 
mood disorders, if depressive symptoms are recorded 
only by self-report scales or by using a symptom checklist. 
The diagnosis of organic mood disorder was almost as fre- 
quent as that of MD, and approximately half of the 
patients’ symptoms, which clinically imitated SD, were 
classified as being of organic or drug-induced origin, with- 
out fulfilling the complete diagnostic criteria for organic 
mood disorder. Because the diagnosis of organic mood 
disorder requires a totally different treatment approach, 
1.e. treatment of the organic illness, confounding organic 
mood disorder and depressive disorder also bears the dan- 
ger of treating the patient inadequately. Thus, the diag- 
nostic category of organic mood disorder is common and 
helpful. 

For the diagnosis of depression in the second half of 
adulthood, interdisciplinary cooperation and evaluation 
by experts is absolutely necessary. The authors plead for 
extended psychosomatic competencies and interdisciplin- 
ary cooperation in the form of a psychosomatic liaison 
service in the diagnostic evaluation of the elderly patient 
in the general hospital. 

In the comparison of SD, MD and ND, many similari- 
ties could be found between MD and SD, and SD in many 
variables had an intermediate position between ND and 
MD. In agreement with other authors [7, 8], we interpret 
our data as supporting a continuum between SD and 
MD. 

Similar connections and risk factors as already de- 
scribed for MD could be found for SD in the elderly. 
Women more frequently demonstrated SD or MD than 
men ofthe same age group. Depression and SD were relat- 
ed to physical impairment, social isolation and perceived 
loneliness. These conditions are well-known risk factors 
for development of MD syndromes [2, 62-65] and our 
data suggest that they are also linked to the development 
of subclinical depressions. Increasing age, however, in our 
study showed no close relationship to severity of depres- 
sion, which corresponds to the data of the BASE [2] in 
which no age correlation could be found for MD in 
patients older than 70. 

Despite the strong concordant relationship between 
low, intermediate and high levels of functional impair- 
ment (ADL) and the different levels of depressive symp- 
tomatology, there was great variability in age and impair- 
ment levels within the diagnostic groups. In the ND 
group, there were subjects with high levels of functional 
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impairment, and one third ofthe ND group were 80 years 
or older. This means that we will have to look for other 
factors influencing the adjustment to physical impair- 
ment. Evidence suggests that depressive states of mind 
and psychic adjustment to disability also seem to be a 
function of personality traits, coping strategies and atti- 
tudes, not just the severity of physical impairment [66- 
68]. 

Henderson et al. [69] have declared SD syndromes to 
be one of the most important as yet unsolved research 
questions because ofthe high prevalence rate and the high 
utilization of medical services; this is also valid for those 
over age 60. Very little empirically verified knowledge is 
available concerning treatment strategies with regard to 
SD syndromes. However, the considerations presented 
here support the application of procedures that have been 
tested and proven in the treatment of specifically diag- 
nosed depressive disorders. Treatment is especially im- 
portant when subclinical depression precedes MD or 
appears as a residuum, to stop progression or prevent 
relapses [23]. Besides antidepressant approaches [70], and 
here the medical illnesses of the multimorbid older pa- 
tients may be restrictive, psychotherapy should be consid- 
ered. Psychoanalytic as well as cognitive-behavioral ap- 
proaches could be applied. Evidence indicates that inter- 
personal short-term psychotherapy [71], cognitive-behav- 
oral treatment [28], and a novel ‘well-being therapy’ [72] 
may be effective in treating patients with SD and residual 
symptoms of MD. Research in this field should be 
expanded. 
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